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ABSTRACT

THE EFFECTS OF CLIENT SUICIDE ON

QUALITATIVE

A

THERAPIST

METHODOLOGY

JENNIFER HILGERS

JUNE,

2OO]-

Suicide is often described as an occupational hazard of
workingr as a therapist because of the potenLial impact it has
the therapist.

Using a qualitative

on

design, five therapisLs were

interviewed to explore their experiences of dealing with client
suicide.

The results were related to the theories of cogniLive

appraisal of stress, the theory of cognitive adaptation, and
constructivist self development theory. Findings of the present
study indicate that, the suicide of a client can have profound
effects upon the therapist's personal and professional 1ife.
Therapists

f

ound that agencies l-ack protocol f or client

suic j-de,

often leaving the therapist feeling unprepared and alienated..
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CHAPTER 1 : INTRODUCTION

The study of the effects of client

is a relatively

rrew phenomenon. The

suicide on therapists

limit.ed amounL of

research in,Cicates that therapists are affected by cl-ient
suicide in many aspecLs of their personal and professional
fn this chapLer, the background of the problem is
presented and. is followed by the statement. of the problem.
Iife.

Next, the purpose and significance of the study is addressed.
Lastly, the research questions are presented.
Backgro und of the Problem

Therapists have heen experiencing clienL suicides since
the f ield of psychotherapy begran. Sigmund Freud experienced
a client suicide in 1898, which is said to have deeply
af f ect,ed him (Litman, 197 0 ) .

, Litman began
He
researching the impact of clienL suicide on therapists.
interviewed 200 therapist survivors of client suicide and
noted. that they responded to client suicide both personally
and professionally.

In

L965

Client suicide almost always has an

emot.ional impact on the psychotherapist (Chemtob, Bauer,
Hamada, Bauer, Kinney, & Torigue, 1989; Goldstein

&

Buorongiorno, 1-984; Horn, L994; Kleespies, Penk, & Forsyth
1993 ; Litman , 1,965 ) . Since 1965, there has been and
continues Lo be limited research on the impact of client
Client suicide is something thaL most
suicide on therapists.
therapists are rarely prepared to handle. fn most cases, the
therapisLs' education or place of work does not discuss how
to properly handle the effect of client

suicide on therapists

2

. rn addition,
protocol for therapists to follow when a clienL commits
suicide is limited (Little , 1-992 ; Valente , L99 4\ - Yet, how
psychotherapists deal with their reactions to a client's
suicide is critical t.o their professional identity and
personal weII being (Litman, l-965).
Statement of the Problem
(Fox & Cooper, 1998; Horn , 7994; Little,

L992't

Most therapists are concerned about the possibility

of

suicide (Chemtob, Bauer, Hamada, Pelowski & Muraoka,
1989 ) and hope to avoid such an experience (Litman, 1-9 65 )
ApproximaLely 33,000 people commit suicide each year
client

.

" It is estimated
that Z9eo of those who commit. suicide are in some type of
menLal health treatment at the time of their death (Valente,
("Surg:eon General's CaIl Lo Action, "

L994) .

1-999

)

Thus approximately 9,000 therapists are affected by

clienL suicides each year.
the literature

For mental health professionals,

suggesLs that at least one-half of all

psychiatrisLs wil-1 e><perience a client

suicide during their

Other therapist.s have at l-east a 20* chance of
experiencing a client suicide (Brown , L987 ; Chemtob, et dl.
career.

,

1989; El1is & Dickey, 1998; Kleespies, Penk & Forsyth, l-993;
Litman , 1-965; Menninger ,

L9

91)

.

The Purp ose and Siqnificance of This Study
The purpose of this study is to address the question of

what it is like for a therapisL to experience a client
suicid.e. This study is an attempt to better understand the
ef fects that a client suicide has on therapists, bot.h on a

1

J

personal and professional leve1.

This study discusses

reactions of t.herapists to their client' s suicide, and c opr_ng
This
mechanisms used when confronted with a client. suicide.
study is conducted by usingr a qualitative, structured
interview process. Research parLicipants include five
therapists who have experienced a client
Research

t-

L

j-ons

Specifically, this research study will ask therapists:
What is the personal impact of client suicide on
therapists

)

Ques

suicide.

How does

?

client

suicide affect therapists'

professional

practice?
Summary

In this chapLer, the inLroduction was presented. It was
followed by the purpose and significance of this study, which
is to study the effects of client suicide on a therapist.
Lastly, the research questions were presented. In Chapter 2,
the literaLure
theoretical

review is discussed. Chapter 3 describes the

framework that will

be used in this study.

ChapLer 4 introduces the methodology and discusses

gualitative
research.

research.

Chapter 6 presents the findings of the

Lastly, Chapter 7 discusses and answers

t.he

research questions, the strengths and limitations of this
study, and concludes by Lhe implications for practice and
pol icy.

4

CHAPTER

This titeraLure

2:

LITERATURE REVIEW

review examines the reported effects of

It reviews the history of
client suicide on therapists.
su j-cide, and looks at the coilrmon responses and reactions of
ft includes both the

suicide.

therapists to a client's

short-term and long-term effecLs of client suicide on
therapist.s . Next, the grieving process that people
experience is discussed.

this chapter revi-ews

Finally,

Lhe

support systems that therapists have commonly utilized to
cope with a cl-ienL suicide. Lastly, gaps in the literature
are discussed.
History of Suicide
The oldest known reference to suicide was written in
2100 BC and is EglruLian. It appeared in a poem called The
DispuEe Between a Man and Ba. The poem was wrj-tten by a man
who was tired of 1ife,

considering killing
guoted from Stone

plagued by ill

fortune, and

was

himself (Marcus, 1996) . An excerpt is
{L999

,

P.

7

)

:

Death is before me t.oday

Like the recovery of a sick

man...

Like the longing of a man to see his home again
After many years of captivity...
--Man Dispu t.inq over Suicide with his Soul

Egypt 2l-00 BC

5

Early Christianity was generally accepLing of suicide.
According to Barry (1997), there are between four and. seven
suicides that are noLed in the Old Testament. In the New
TestamenL, the suicide of ,Judas Iscariot was not treated as

a

sin, but as an act of repentance (Barry, L9971. Neither the
O1d nor the New Test.ament directly prohibits suicide (Marcus,
1996; Stone, 1999) . According to Zilboorg (1937) , the early
Christians committed suicide in great numbers. They
rationalized

their act by seeking martyrdom.

Christian views orr suicide changed over time from
acceptance to condemnation. fn 562 AD, St. Augustine was the

first

Christian to condemn suicide and at that time all

For centuries,
suicides were denied a Christian burial.
Christians viewed suicide as a mortal sin (Marcus, 1,999;
Zilboorg,

1-936).

fn Judaism, suicide was considered a moral- wrong. The
rabbi ruled that no mourning rites could be observed for a
Suicide was considered a deliberate destruction of
one' s self and was a rebellion against God (Marcus, 1-996 ) .
suicide.

There were others who opposed suicide.

AImosL 25

centuries ago, Plato opposed suicide, believing that it was a
dishonorable act. He believed that a citizen had no right to
d.eprive society of his civic life without permission of the
magistrate (Zilboorg, Lg36) . Aristotle also opposed suicideHe corfsidered it

**conLrary to the rule of life"

(Stone, 1999,

p.l-0). In 1?83, David Hume, a philosopher, conLradicted
plato, sLating that he believed suicide was not immoral since

6

it did not harm society. Later Greek and Roman philosophers
approved of suicide as a means of ending suffering (Stone,
. However, Athenians could not commit suicide without
permission from the Senate (O'Keefe & Bates, L9971 .
l-999 )

Freud experienced a client

suicide in August of 1898.

He stated that a patient of his, whom he had worked with very

closeIy, had ended his life

because of an incurable sexual

This suicide had pained Freud deeply, and he chose
to cope with the suicide by repressing it (Litman, 1-97 0 ) . rn
l-918 , Freud wrote that. he did not have a f ormulation f or the

disorder.

The colfsensus at that Lime, according

psychology of suicide.

to Freud, was that every suicidal person was "the victim of
strong, aggressive impulses which he fails Lo express
ouLwardly and as a result,

(Zilboorg ,

L936

, p.

40 )

turns inward on ones owrr self"

.

From ancient times to the 19th century, suicide has been

mosLly a philosophical , ethical , and rel-igious issue.
Starting in the early 1800s, it gradually became a

sociological

and psychological issue.

Currently, the issue

of suicide has changed away from philosophy and religion
(Marcus, L996; Stone, !999) . Today, the reasons for suicide
have heen shifLed onto society, menEal illness,

or chemical

imbalances in the brain.
The top ten countries with the highest suicide rates are

in countries that. are in war or were in the former
U. S. S.R. . The top f ive countries include Lithunia (45.8 per
l-00, 000 ) , Russia, Estonia, Latvia, Hungary, and Slovenia
typically

7

(Ash, Lg99). The lowest suicide rate recorded is ii Eygpt,
with f ewer than one suicide per 1 million people (Ash, 19 99)

-

In Hungary, suicide rates are high because of the lack of
social change, the failure to catch up with the rest of
society, and a permissive attitude

towards suicide (Maris,

Berman, & Silverman, 2000).

T\rpically Asians do not have excessively higrh suicide
rates

rorhen

contrasted with primarily Caucasian countries.

only Japan is ranked near the top, wiLh t.he 21=t highest
suicide rate. The United StaLes is ranked. 32*d. In Japan,
suicide is permissible or even appropriat.e in some life
circumstances (Marj-s, et dl - , 2 000 ) . In traditional- Japanese
culture , ri tual ist ic su j-c ides to save f ace , f or f amily honor
or loyaIty, to honor and protect the country were respected.
However, suicides result.ing f rom personal unhappiness , mental
problems, malajustment, dlthough not condemned, are met wiLh
mixed feelings (Maris, et. dl ., 2000). However, suicides
raLes continue to rise in Japan, due to a record number of
bankruptcies declared in that country.

The record number of

suicides in the year 2000 are related to financial

problems

(Lamar, 2000). The consequences of bankruptcy are so exLreme

in Japan t.hat many businessmen choose suicide over declaring
bankruptcy (Desmond,

l-998 )

.

In all Western countries, suicide is one of the top ten
causes of death.

In L998, suicide was the eighth leading

cause of death in the Unit.ed States

(U. S .

Public Health

I
Service, 1999) .

That year, there were approximately 33,000

suicides in the United States.
It is estimated that

20+.

of people in the United States

who commit, suicide have been seen by psychiatrists,

and

28%

were in some form of treatment at the time of the suicide
(Valent.e, 1-994 ) . Estimates on t.he number of psychoLherapists
who have experienced a client

suicide rangie widely.

The

findings from various authors in this literature review are
as low as t1,.9% and as high as 51%. However, the mosL
commonly given statistic

is that approximately 20? of

experience a client

psychotherapists will

suicide during

their career (Brown L987 ; Chemtob, et d1 . , l-989; Ellis
Dickey , L998; Kleespies, Penk & Forsyth, l-993; Litman ,

&

1,965;

Menninger , 1-991) .
Reac t i ons

psychotherapy with a chronically

difficult

suicidal- client

and can be extremely stressful

is

for a therapist.

It

is also considered an occupational hazard (Chemt.ob, et dI . ,
1-989; Menninger , 199L; Valente, 1994 ) . One of ten clients
who make a suicide attempt die, and of those who commit

suicide, most have previously t.hreatened or attempted suicide
(Fox & Cooper, 1998)
.

Client suicide is something that is not uncommon for
Therapists consider suicidal patient behavior to
therapists.
be the most sLressful aspect of their work (Horn, L994;
Valente, L994). NoE only is a client suicide highly

9

stressful,

but it can be career Lhreatening for therapists

(Chemtob, et. d1, l-989; Kleespies et - dI , l-993 ) -

True predict.ion of suicide is beyond our competence (Fox
& Cooper, LggB). Additionally, Schwartz's sLudy (as cited in
1"992) f ound t.hat the circumstances of each case of a

Little,

suicide differed from preceding ones so much that measures
taken to prevent one suicide would not have prevented others
survivors, inctuding therapists,
(Valente ,

Lg 94

suicidal,

Even when a patient. is chronically

that followed.
)

are shocked by the death

.

Emotional Reactions
The literaLure

a client

suggrests that therapists usually react

suicide in two different

t.o

ways. One reaction is as

person who has lost a signif icant other.

Litman

(

l-955

a

)

interviewed 200 psychotherapisLs and found that therapists
reacted personally t.o the death of a paLient in much the same
way as other survivors do.

shock, disbelief,

The emotions they experience are

confusion, and denial .

Seventy-five

percenL of therapists described shock as their initial

reaction (Kleespies, et dl . , l-993 ) . Other typical responses
include anqer, shame, and guilt (Kleespies, €L dl ., 1-993).
These emoLional reactions have also been found in other

studies (Goldstein & Buongiorrro , 1984; Horn , 1-994; Kleespies,
et al ., 1990; Lit,t1e, 1992). Therapist.s' feelings of guilt
often parallel
(Horn ,

those expressed by the victims'

t994; Litman, 1955) .

relatives

l_0

The second type of reaction involves their professional

The Lherapist reacLs to the suicide as
work as a therapist.
a critical event (Horn, L994; Litman, 1965). Therapists also

react emotionally on a professional level in the early stages
Characteristic emotional
after the suicide of a client.
reactions are the fear of being blamed for the suicide , feat
of a lawsuit (Chemtob, Hamada, Bauer, Kinney, & Torigoe,
1988), feelings of incompetence and self-doubt regarding
their ski11s as a therapist (Kleespies, Smj-th, & Becker,
l-gg 0 ) , and a f ear of being crit. j-cized by their colleagues
(Fox & Cooper, 1998; Horn , L994; Valente,

Additionally,

l-994 )

-

therapists feel ashamed of what happened

because they feel as though they had failed

(Fox & Cooper,

l-998). This phase can also be characterized by repeaLed
reminiscences, recollections, and dreams regarding efforts

Lo

undo the act (Menninger, L991).
The final

sLages of therapists'

emotional reactions,

both on a personal and professional level, are emotional
acceptance and resolution (Horn , L994 ) . As therapists
increase their understanding of their limiLaLions, they
develop an appreciation for how litt1e control they have over
, \987 ) . Kleespies, et al
(1990) found that not a1I therapists reach the emotional

other people's actions

(Brown

.

acceptance and resoluLion stage.
Hour

therapisEs e><perience a patient's

det.ermine their attitudes

dying, and suicide.

death can

toward issues related to deaLh,

A patienL's suicide can serve as

a

L1,

transf orming or mat.uring experience. or it can be full of
pain, isolation, guiIt, blame and self-doubt, depression, and
grief.
As a maturing experience, the therapist can let go of
the belief of therapeutic omnipotence (Goldstein &
Buongiorno, L984). Regardless of the circumstances or the
extenL of the clienL's disclosure of suicide plans,
therapists often agonize over the details, context, and
meaning of the suicide (Valente , t994 ) .

Therapists often

explore their owrr respons ibil ity f or not being able to
recognize the warning signs (Fox & Cooper, l-998) or
preventing the suicide (Valente ,

L9941 -

Short-Lerm Effects

LiLtIe

(1992) described three phases that therapists

go through in an attempL to resolve their trauma. The
first phase is characterized by a sense of disbelief and
bewilderment. The Lherapist f eels as though lne/ she is losing

will

control,

and f ears that ot.her clients vuill soon commi-t

This phase lasts for approximately one week.
phase two occurs during the next two months and is the

suicide.

mosL difficult

stage.

It is primarily

characterized by

At times feelings become overwhelming. Anxiety
depression are cornmon during this time. The use of sick
turmoil.

leave of ten increases (Littl-e ,

1,992)

and

. The f inal phase

extends over two to sj-x months. It ends as the intensity of
the loss lessens, and the opportunity for either growth or
prolonged disability

arises (Litt1e,

1,992)

Augsburg College Library

-

L2

The emoti-onal impact of a patient's

suicide is

intensif ied when it occurs during a therapist' s t.rainingr.
Kleespies, Penk, & Forsyth (1993 ) st.udied the j-ncidence and
impact of patient suicidal behavior on psychology interns.
They studied 30? interns at 11 internship sites between 1-985
an.C

1990. Kleespies et al . (1993) found that trainees

who

had a patient. commit suicide versus those who had experienced
patient suicide id.eation, had s igni f icantly greaLer f eelings
of shock, disbelief,

failure,

shame, and depression.

sadness, self-blame, guiIt.,

They found that younger interns

e>rtrlerienced greater and more lasting

intrusive

thoughts

abouL

a past patient suic ide ( Kleespies et d1 . , 1-9 93 ) . Regardless
of the circumstances or the ext.ent of the client's disclosure
of suicide plans. therapists of ten aglonize over the detail.s,
context, and meaning of the suicide (Valente, L9941 .
Therapists often explore t.heir own responsibility for not
being able to recognize the warning signs (Fox & Cooper,
1998) or preventing the suicide (Val-ente, 1994)

.

Longr-term Ef f ec ts
Chemtob, Hamada, et al . (l-988) found that 57?- of the

and 49+ of the psychologist.s who had a patient
commit suicide reported post-traumatic symptoms comparable to

psychiatrists

grroups of individ.uals who had experienced the recent death of

a parenL. Similarly,

Kleespies et aI.

(

1990

) found that

Erainees in their study had stress 1evel scores comparable Eo
those of patients who had experienced bereavement or personal
inj ury .

1_3

The long-term impacL of a clienL suicide was described

by

88%

of the trainees as lasting up until

the present day

(Kleespies, et dl ., 1990). The following was stat.ed in Brown
(1987

) about interns

r,rho

had a clienL commit suicide:

Remarkably detailed memories of the sit.uation were

readily avaj-Iable, ds if preserved in encapsulaLed f orm.
Every graduate remembered the name of his or her
patient.

In interviews with professionals,

I found the

deLails and names remained vivid even after 20 or
years (Brown, 19BT ) .

30

Grieving Process
In 1,969, Elizaheth Kubler-Ross published the book On
Death and Dying. Kubler-Ross observed that most people go
well defined sequence of stages in the

through a fairly
grieving process.

The stages are denial, anger, bargaining,

depression, and acceptance (Kubler-Ross, 1969) . Today, most
researchers ag:ree that there are certain stages of
bereavement.; however, they suggest that bereavement is not in

a specif ic sequence like Kub1er-Ross explained (Sapolsky,
L994; Sheldon,

1998 )

.

Sheldon (1998 ) explains grief dif f erent.ly hy describing
it in stages and tasks.

The first

This is accompanied by numbness, disbelief,
guilt,

and anxj-ety.

shock'

stage is initial

sadness, anger,

The second stage is despair.

This is

when the grieving person feels a loss of meaning and

14

direction

Lastly, the third phase is adjustment

in life.

-

It is at this point. that new rel-ationships or interests
develop.

A death by suicide has several unigue aspects that other
deaths do not have. One example is the victim's
the helping efforts

of others.

rejection of

Another is societal attitudes

toward suicide, which may result in a lack of support for
survivors. In addit.ion, Worden (as cited in Valente , L9941
suggesEed that suicide poses greater difficulty

for bereaved

survivors than do other kinds of death, because suicides
be unexpected, potentially preventable, and often
stigrmatized. These f actors can make a death by suicide
complex bereavement process (Kleespies, e t dl . , 1-993 )

may

a

.

Bereavement is a universal human experience, and it

is

helpful for therapists to have an understanding of the
grieving process. Litman

) suggesLs t.hat, "every
therapist involved in long term intensive individual
(1965

psychotherapy with a patienL struggled with intense affects

after the patient's
that psychiatrists

suicide."

Chemtob, et al.

(1988) found

with more traini-ng experienced fewer

pat.ient suicides, and used denial and suppression to cope
with the aftermaLh of those who did commit suicide.
Coping with Client Suicide

majority of the literature discusses the use of
family, peer, and supervisory supports as tools for the
therapist to use for coping wiUh client suicide (Brown 1"987;
Chemtob et. dI., 1988; Kleespies et d1., 1990). Findings
The

15

revealed that most therapists sought or recei-ved the greatest
amount of support from their supervisors. This was followed
by support from coworkers, and then from their families
Supervisors play an important part in promoting
professional growth.

therapists'

.

It is their role to create

formal and informal support networks, and assist. the
t.herapist. through t.he grieving process (Horn , L9 94 ) .
Supervisors were most frequently turned to for support and
for assistance in working through the suicide (Chemtob, et
dI ., l-988)

.

The support of colleagues is also essential and

invaluable for the therapist
t992) .

(Fox & Cooper, 1998; LiLtle,

These authors suggest that therapists doubt their

competency and fear criticism

It is

from their colleagues.

also important to remember that the tragedy of a client
suicide can be an opportunity for interpersonal growth and to
reassess the therapeutic work they do. Most importantly,
burden of grieving a clienL's

suicide should not be

the

done

alone, but should be met with the support of colleagues and
supervisors.

This can be done by educating therapists about

the grieving process before experiencing a client. suicide.
) f ound that two-thirds of therapists who
had experienced a patient suicide acknowledged that they
changed the way they practiced as a result of the experience
Menninger

(1-991-

-

The changes tended to be toward the more conservative,

iaI1y when terminating a cl- ienL f rom treatment .
Therapists found they were paying closer attenLion t.o
espec

16

suicidal ideations, writingr more in-depth notes,
seeking second opinions more of t"en, and hospitalizing clients
sooner. However, there are some therapists who have felt

clients'

that the client's

suicide had positive effects as well.

Noted positive effects include a realization

that suicides

can and do happen, and a sensit.izat.ion to the issue of
suicide (Kleespies et d1 . , 1990 )
-

(!992\ found that there are two important aspects
that may be helpful to therapists in the process of suicide
manaqement. One is a psychological autopsy and the other is
Little

staff supporL. The purpose of a psychological autopsy is
und.erstand and learn f rom the experience of the client's

Lo

It enables t.he therapist. and other staf f members Lo
examine Lhe factors involved in the suicide. It can also be
used to establish or refine protocol in reference to
suicide.

Litt.le

; Valente , L9 94 ) .
The psychological autopsy may also provide a means of support
for the therapist, and an opportunity to express his feelings
about the suicide (Valente, l-994)- A l-993 study by Kleespies
suicides

prevention of client

(

1,992

et dl. , found that. approximately one-third of therapists
experienced a client suicide had participat.ed in a
psychological autopsy and rated it as definitely helpful.

who

Gaps in the Literature

This literature
reactj-ons Lo a client

review mainly focuses on therapist's
suicide.

Descriptions of Lherapists'

emotional responses following a client suicide are vagrue.
For example, most therapists ' f irst respon.se was shock, but

L'7

additional

explanations are left unexplored. This was also

true for the emotion of anger. The literature
express reasons for the therapists'
literature

did go into det.ail

f

did not

anger. However,

Lhe

or some emotions, such as

fear.
did not discuss the nature of the

The literature

professional relationship
how thaL relationship

between the client

and Lherapist or

facLors into the bereavemenL process.

The length of time a client was in the Lherapeutic

relationship

was not discussed.

therapeutic relationship

The quality

of the

can affect not only the acL of

suicide, but also the recovery process for the therapist.
In addition, the amount of education and training a
therapist has had in regrard to client

suicide was not

addressed. Stud.ies on therapist.s in training
client

show that

suicide is most traumatic during this training period

of their professional development - The literature also
suggests that therapists need more education on the effects
of suicide either in graduate level programs, during their
training, or in post-degree seminars. However, there
initial
is no information availahle on the effects trainingr and
education has on therapists' reactions to client suicide.
This in-depth study will

at.tempt to address the effects

of clienL suicide with therapists who have experienced
client

suicide.

about therapists'
client

This study will

a

attempt to uncover details

reactions to client

suicide, the impact of

suicide, and what coping mechanisms are f requent.ly

1_8

utilized. F inal ly , this study will look at what the
therapists' agrencies do when a client suicide occurs.
Summary

When a

client

commit.s suicide,

ef f ect on the therapist .

addressed therapists'

client

suicide.

f

it inevitably has

n t.his chapter, the

an

themes

mosL commonly cited react.ions to a

These were shock, grief,

In the next chapter, the t.heoretical

f

anger, and guilt.

ramework is presented.
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CHAPTER

3:

THEORETICAL FRAMEWORK

In this chapt.er, the theoretical

f

ramework of the

suicide on a therapist will be discussed.
Theories presented inc lude the theory of cogni t.ive appraisal
of stress and t.he theory of cognitive adaptation. Lastly,
effects of client

the construct.ivist

self development theory is discussed.

Experiencing a client
experience for therapists.

suicide can be a traumatic
How

individuals

manag:e

stressful

situations can determine their effectiveness in hot.h personal
The Lheoretical framework used
and professional situations,
focuses on the long-term effects of a traumatic event ol: an
individual , in this case, Lherapists . In reviewj-ng the

researchers have f ound that most therapisLs
continue to practice, and emerge from the traumatic event a
better pract.itioner (GoldsLei-n & Buonqiorno , L984; Kleespies,
lit.erature,

et. a.1, 1990).
IL is believed that a beneficial theory for this
research study is Lazarus' theory of psychological stress and
coping, which is referred to as the theory of cognitive
appraisal of stress. Another useful theory, the theory of
cognitive ad.aptation, was developed by Shel1y Taylor and is
similar to the theory of cognit.ive appraisal of sLress.
Lastly, the constructivist

self development t,heory is

as it addresses the concept of post t.raumatic
growth, a vital concept in the study of the effects of client

beneficial

suicide on theraPists.
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Theory of CocTnitive Appraisal of Stress
The theoretical

hackground of cognitive appraisal of

stress developed by Lazarus in 1965, states that when people
experience a critical incident, the incident must become
integraEed both into their personal and professional bel-ief
systems in order for resolution to occur. Only hy studying
the entire process can individual responses Lo stressful
events be fulIy understood (Lazarus, 1956; Scherer,
Drumheller, & Owen, L993) . Through this process, one may
determine that the result of the individual's owrr world vi-ew
may either be positive

or negat.ive. During this process of

a person may experience vivid memories of the
event t,hat are emotionally upsetting. As a result, the
person may avoid. the memories. The phases of active memories
integration,

and avoid.ed memories can alternate until

integrated into the individual's

t.he incident is

psyche (Lazarus, L956)

.

The theory of cognitive appraisal of stress proposes

that the person determines the degree to which the event is
relevant to their owrt well-being, and then selects strategies
of coping Lo adapt to the situations
et dl - ,

1-993

).

(Mahat, 1998; Scherer,

Cogrnitive appraisal of stress attempts to

analyze the stres sor , arrd interpreL the meaning that the
stressful situation has produced for the person e><periencing
the traumatic evenL in order to determine if the incident is
relevant. to t.heir well-being.
Lazarus' theory of cognitive appraisal of stress is
The primary
composed of a primary and secondary appraisal.

2L

appraisal is the time when a person identifies current
stressors in their environment. Stressors are defined as
anything that is judged to be threatening to a person's wel-Ibeing (Lazurus,

l-966 )

.

If stressors are present, a secondary

appraisal or consideration of alternative means of coping
occurs. This cycle of appraisal continues until the
transaction is concluded (Scherer, et f,1-, 1993) .
When these sLressors are encountered, the secondary
appraisal begins. The coping process is initiated in this
phase (Lazarus, 1966; Lazarus, 1999). In the secondary
appraisal. using an alLernative means of coping with the
stressors is considered,, The person looks at new ways Lo
reduce stress, such as learning new coping ski11s, problem
solving, or a reinterpretation of the stressor (Mahat, 1998)
Theory of Cogn itive

-

Adaptation

The theory of cognitive adaptaLion is based on the

foundation of cognitive appraisal and expands on the theory
of cognitive appraisal of sLress - The theory sLates t.hat
after a trauma, a person can still maintain a quality of life
to, if not exceeding one's lif e sat.isfaction prior to the
traumat ic event .

The theory proposes that in the face of

a

incident, adjustment wil-t revolve around three
themes : meaning, mastery, and self -enhancement (Taylor,
First, a search f or meaning of the incident will
1-9 83 ) .

critical

to understand the evenL. It
asks the question of why the event occurred and what kind of
impact it has had. The meaning of the question, what does my
Lranspire.

Meaning is an effort
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now, is also reflected upon. The meaning phase
attempts to understand the critical j-ncident., f ind a reason
for its occurrence, and deLermine how it has altered the
life

mean

person's life.
The second phase involves an attempt to regain mastery

over the incident. The mastery phase centers on gaining
The person not
control over the event. and over one's life.
only searches for conLrol over the incident, but looks over
his /her lif e as well . Searching f or a way to managre the
incident takes place in the mastery phase
Fi-na11y, the third theme centers around self-

enhancement. It involves an effort Lo feel good about
oneself again . Sel-f est eem is of ten reduced even when
individual

had no responsibility

t.he

for hringing about the event

(Taylor, l-983). A healthy self -esteem is important as
optimist j-c, se lf -.conf ident people have a sense of personal
control and an ef f ect,ive system of social support (Taylor,
Kemeny, Reed, Bower, & Gruenewald, 2000) .

Taylor, €t dI-,

) noted that some people gain a new sell.se of themselves
and feel stronger, wiser, and more resilient after overcoming
(200

0

a traumatic incident..

ConsLructivist SeIf

Developme nt Theory

Similar to Taylor' s cognitive adaptat.ion t'heory,
constructivist self development theory (CSDT) addresses the
concept of post- Lraumat.ic growth . This theory explains both
negative and positive changes in the aftermath of a traumatic
event.

It is based on the premise that people can draw on

a
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critical

incident to gain wisdom, meaning, and make positive

changes in their lives.

Constructivist

self development

theory explains negrative changes in the face of critical
incidents as welt as positive changres that result from the
integration

and meaning-making of t.he incident.

CSDT does

this by acknowledging that people have their own uniqueness
and. differences (Saakvitne, Tennen, & Affleck, 1998) .
Furthermore,

CSDT

asks the question of why some people

survive and thrive in the face of adversity while others seem
to crumble. To answer this question, individual responses to
criticat

incidents are explored.

These include the meaning

individual' s age, pasL
experiences, expectations, biological and psychological
resources, and social, cu1tural, and economic background of

ascribed to the incident,

the individual -

CSDT

etrt

acknowledges that individuals

are

unigue and are affected in different. ways by critical
incidents (Saakvitne et a.I. , 1998)
CSDT addresses and describes the impact of critical
-

incid.ents on Lhe development of individuals by observingr five
areas t.hat may be af f ected by traumatic incidents. The f irst
area is the frame of reference or the way one understands and
makes meaning of the world. The second area involves the
ability of a person to recogrnize, tolerate, and connect with
self and others.

The third area pertains to the ability

to

meet one's psychological needs in mature ways, such as having

Fourth, cenLral
to maintain relationships.
psychological needs are involved. They include safety,
the ski]ls
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trust,

control,

self-esteem, and intimacy.

Lastfy, sensory

experiences, such as percepLion, ffidy be affected (Saakvitne,
et

a.l

., l-998).
In CSDT, growth and pain are not mutually exclusive, but

are linked together in the recovery from trauma - Growth may
be visible in major shifus in beliefs about one's se1f, the
world, or their spirituality.

Some people

wisdom and compassion as a result

develop a deeper

of the traumatic experience

Saakvitne, et dl . , 1998 ) .
We are most familiar with negative aspects of traumat.ic
changes : grief and 1os s , emotional f ragrmentat ion, and psychic
(

Bot.h Saakvitne and Taylor suggest that trauma

devastation.

can lead to positive transformations. The unigueness of
individual's response to trauma is based on the meaning
ascribed to the trauma, the individual's

owrr

an

experiences of

their developmental stage. their personal resources,
and many other e>qreriences and expect.ations (saakvitne , €t
self,

ELl

., 1998).
Appl

ication of Theoret.ical Framework

Therapists experierrcing client suicides go through a
long developmental process, experienced on both a personal
and professional 1evel. The theories presenLed in this
chapLer guide the research design by explaining the effects

of trauma on individuals.

These theories show that

psychotherapists can, and do grow from negative client
experiences

.
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The cognitive appraisal of sLress is useful for studying

suicide because the incident., in this

the effects of client
case client

suicide, must be integrated into the therapists'

system. This must occur in both the therapists'

belief

professionally
to occur.

personal and professional lives for resolution

The theory of cogniLive adaptation states that

a

therapist can withstand suffering and stressors of client
suicide, and return to the guality of life the therapist had
prior to the incident.
CSDT

focuses on post-traumatic growth.

It explains both

the positive and negative changes in the aftermath of
traumatic event., such as client suicide. CSDT offers

a

e>cplanations on how Lherapists can gain wisdom and make
meaning from the evenL and make positive
l ives

changes in their

.

These are important concepts to understand due to the

prevalence of cLient suicides for psychiatrists
psychotherapists .

f

and other

n addition, these theories gruide the

researcher in developing concrete suggestions for assisting
in the healing process of future therapist survivors.
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CHAPTER FOUR: METHODOLOGY

In this chapter, t.he methodology used to conduct the
research study will be examined- This chapter focuses on the
following componenLs of the methodology for the research
study: the research questions, research design, definitions
of key terms, characteristics

of the study population,

how

Lhe sarnple was obtained, measurement. issues, data collection
instrumenLs, data analysis and procedures used to protect t.he

participants

.

Research Questions

The research questions for this sLudy are the following:

1.

What is the personal impact of client

suicide on

a

therapi s t ?
2

- How does client suicide affecL the therapists'
professional practice?
Design

This research attempted to expand on the knowledge base
about the ef f ects of clienL suicide on a t.herapist. This
study is an exploratory, qualitative
,Ces

in-depth design, and is

igned t.o gather more inf ormaLion about experiences that

therapists have when a client commits suicide. Qualitative
research was chosen for the reasons listed below:
1)

ft allows the researcher to understand the

phenomena

in great depth.
2't

Qual i

tative methods can explore concepts that are

generally unavailable Lo surveys and experiments.
3

)

Instead of

d.ef

iningr concepts , qual itative

analys i s is
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able to provide detailed descrj-ptions of their
experience.
4

)

Qualitative research includes more details and guotes
from its participants, thus giving the read a greater
understanding of the participant'

5

)

s perspective.

QualiUative research allows f or the emergrence of
unexpected data since it does not adhere to any
particular

survey or experiment.. The interview guide
during

used in this study allowed for flexibility

interviews (Rubin & Babbie ,
One limitation

qualitative

; Patton,

19 87

)

.

of exploratory field research is that it

seldom yields precise descriptive
populaLion .

1,997

staLements about a larger

The colf c lus ions drawn f rom exploratory

research are often regarded as suggestive rather

than definitive.

This is a result of the subj ecLivity
allowed in qualitative

lack of generalizability

and

research.

ectivity is often unavoidable because the researcher' s
judgment is unavoidably linked to these personal feelings.

Subj

Generalizability

is difficult

because qualitative

researchers get arr in-depth view of the subj ect mat.ter.
the comprehensiveness which is inherent in this design,

By
Lhe

underst.anding is less generalizable to a large sample with
st.andardized measurements .

With a qualitative

e>rploratory

st.udy, the researcher can not. be sure that t.he results are
tfpical of the resL of Lhe population who has experienced the
same phenomena (Rubin

5c

Babbie , L997 |

.

2B

Definitions

of Key Terms

The key terms for this research study are the following:

A suicide is defined as

suicide and Lherapist.

an

act that causes
seIf-inflicted
intentional, self-destructive,
death (Valente, 1994) . The therapists discussed in this
paper are therapists from diverse disciplines.

All of the

therapists see their clients in outpat.ient ment.al health
Study participants include psychologists and
settings.
clinical

social workers.
Sampling Criteria

The units of analysis for this study are therapist.s
commit suici-de.

have had a client

recruited for this research.
was based on t,he therapist's

commit suicide.

basis.

The client

The client

rniho

Five respondents were

The criterion

for participation

self -report of having a client.
had to be seen on an outpatient

must have heen in active therapy or had

been in therapy with the participant

within 6 months of the

suicide and must have been seen by the therapist a minimum of
four tj-mes, thus establishing a client-rnrorker relationship.
Sample Recruitment

The researcher worked with an outstate Mental Health

Center, the loca1
f ive

participant.s.

NASW

Chapter, and classmates to recruit

The above list.ed agency is in outstate

MinnesoLa and serves clients

on an outpatient basis.

There were two methods of participant

first

recruitment.

The

method used in this study was snowball sampling.

Snowball sampling is commonly used in qualitative

research.
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It is appropriate when the members of a special population
to locate (Rubin & Babbie, 19971 . This sLudy
are difficult
found that after finding a therapist willing

to participate

in the study, that therapist was then able Lo gj-ve names of
other therapists who had a similar experience.
The second sampling method was a convenient sample of
The researcher contacted the agency

agency referrals.

d.irector at Lhe mental health center and asked for permission
to have access to the therapists working at the agrency.
director at this agrency agreed t.o al1ow the researcher

The

Lo

contact the therapists via the telephone. The researcher
handed out letters

letter,

at a regional

NASW

meeting -

In this

the parameters of the study were provided and
were asked to contacL the researcher by phone if

participants
they fit

the parameters of the study and were inLerested in

participating.
The letter

A consent form was enclosed with the letter.

contained a phone number where interested

candidaLes could contact the researcher.

Once telephone

contact was made, if both parties were in agreement to
proceed with the interview process, dfr interview

scheduled. The participant

was

and the researcher decided where

t.he interview would be conducted.
Measurement Issues

The open-ended nature of qualit.ative research makes it

harder t.o be as specific and precise about how to gather and
interpret

the data.

Because of the directness, depth and

details of qualit.ative research, there is less of a need to
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be concerned ahout whether a particular question is rea11y
measuring what it is inLended to measure (Rubin & Babbie,
1_997

)

.

and reliability

The validity

to a great extent on the skill-,
the researcher.

of gualitative
sensitivity,

data depend

and training

Observations that the researcher

of

makes

involves more than being presenL and looking around (Patton,
Ski llf uI interviewing involves more than asking
1-9 97 ) .
It involves watching how the subject responds to
questions. their f acial express j-ons, and how long they ponder

questions.

the questions (Rubbin & Babbie, L99'7). Generating
benef icial , credible c{ual-iLative evaluation data through
observat.ion, interviewing,

knowledge, and developmenL through practice and

discipline,
training

and conLent analysis requires

(

Patton ,

L9 97

)

.

To increase the reliability

and minimize random error,

several persons read the int.erview guide. To increase the
validity and decrease syst.ematic error, coworkers in the
mental health field were utilized to ident.ify biases and
ambiguities in the inLerview guide. Also utilized for the
same purpose were two

professors in social work field and

Lhree classmaLes. The interview guide was modified as

result of this feedback. To decrease random error and
increase both reliability
conducted all interviews.

and validity,

the researcher

a
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Data Collection Instruments
One instrument was utilized

in daLa collecLion.

This

instrument was one semi-strucLured interview consisting of
f ive demogrraphic questions and eight gualitative questions,
all developed by the researcher and based on previous
studi.es. The semi-strucLure interview questions were divided
into the f ol lowing categories : tg>es of reac t.ions , the
effects of client
grieving,

suicide on the therapist,

coping and

and how can other psychotherapists best prepare for

the event of a client

Fo1low-up questions were

suicide.

asked after each primary question to explore the experience

of each individual
was obLai.ned

us

participant.

The demographic information

ing sel f -report .

Demographic inf ormation was

included, such as tl4>e of l icense , number of years as a
therapist, number of sessions worked with the suicided
client,
s

number of clienLs who have suicided, and time elapsed

ince the suicide in

ques t.ion

. The researcher conducted

interviews, which lasted approximately one hour.

a1l-

AlI

interviews were audio taped and later transcrihed by

t.he

researcher or a transcriber.
Data Analysis
The data was analyzed through content analysis of t.he

part.icipant responses. Data was summarized int.o f ive
categories: reactions to the news of the client's
personal impact on the therapist;
professional practice;

suicide;

effects on therapist'

s

and the coping mechanisms therapist's

used to handle the loss of a client.

Lastly, therapist.s
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where asked if they had any advice on how to better prepare

other therapist.s and

ag enc

ies

f

or a c l ient suicide

.

Protection of Human Subjects
In order to protecL the participants of this study, this
research d.esign went through the process conducted by
Augsburq College's Institutional

Review Board with an

approval (IRB #2001--15-01). Consent was also obtained from
agencies that provided access Lo the l:arnes of the therapist's
working at that agency. Additionally, precautions were taken
to ensure confidentiality.
kept in a locked fi1e.

The records of this study were
The research notes, audiotapes, and

were kept. in a locked file

transcriptions

to which only the

researcher had access . After completion of this thesis, the
tapes were dest.royed.
participaticn in this study was completely voluntary.
Consent. forms were signed by all of Lhe participants and the
researcher.

The consenL f orms not.if ied t.he parLicipants of

the risks and benef its of the study - This f orm also provj-ded
the phone numbers and e-mail addresses of therapists willing
to help other therapist.s deal with any new issues related. to
client

suicide.

To further protect the human subjecLs in this study,
participants were told that they could stop the interview at'
any time .

Partic ipants were also t.o1d that they could choose

to skip any question or questions they did not feel
comfortable answering - Both of these options were presented'
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in the script and consent form that were read before the
interviews began.
Summary

This chapter reviewed the methodology of the research
st.udy. It began by identifying the research questions and
d.escribing Lhe research design.
qualitative

The reasons f or choosing

research were identified

and measurement issues

were discussed. Next, key terms were defined.

This

was

followed by t.he explaining the characteristics of the study
population, how a sample of the participants was obtained, a
description of data collection

instruments, what procedures

were used for data analysis, and concluded by explaini-ng the
how the human suhj ect.s were protected.

the findings are presented.

In the nexL chapter,
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CHAPTER

This chapt.er will

5:

FINDINGS

present the findings of the study

regarding the effects of clienL suicide on a therapist.
These findings are in response to the following research
quesLions: what is the personal impact of client

suicide on

a

therapist.; and what is the effect of client suicide on
t.herapists' prof essional practice. This chapter will begin
with ident.ifying the characteristics

of the study sample. It

concludes by discussing the therapist.s' responses from their

interviews

.

ParLicipant Characterist j-cs
Five therapists were interviewed.

Three were Licensed

Independ.ent CIinica1 Social Workers and two were Licensed

Psychologists .

Four therapists had a Master's degree and one

therapist had a Ph.D..

The therapists interviewed were from

agencies. They had between L4 and 35 years
experJ-ence working in their respective f ie1ds. Together the
therapists had experienced a total of l-5 suicides - One
four different

therapist had eight client

suicides , followed by a therapist

who had experienced four suicides, another therapist had two

suicides.
suicide.

Lastly, two therapisLs each had one client
However, one of the persons who had one client

suicide worked in a day treatment setting and ha.C been
involved with a number of clients who have suicided though
they were not in her therapy group. The Lherapists were
asked to focus on the one client suicide that had the
greaLest impact. on them both personally and professionally.
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Four of the suicides happened in the 1980s, and one
suicide occurred approximately one year ago. Three of the
t.herapisLs had been seeingr their client
the suicide occurred.

when

The other two therapists had been

working with their clients regularly
months when the suicide occurred.

for approximately six
visits

Clinical

client varied from daily to biweekly.
felt

for two years

rrith the

All of the respondents
with

they had formed a strong therapeutic relationship

their client.
daily basis.

One of the five clients

saw her therapist on a

Her therapy was in a group seLLing. All of the

other clienLs were seen on an individual basis
Reaction to News of the Suicide

-

Four of the therapists found out abouL the suicide aL
work. Four were told by coworkers, and one received a phone
call at work from a family member. Their responses to
hearing the news included, "I will never forget it (4);"
remember it

(2) . "

vividly

1rI

(5) ; " and *'The date is easy to remember

Each therapist. inLerviewed remarked abouL how easily

they remembered being told about Lhe suicide, regrardless of
how much time had passed since the suicide.

The therapj-sts all stated that. their

initial

reaction

about the suicide was shock. One therapist replied,
Absolute shock. I went numb

(4 ) .

"Shock.

" Another therapist st.ated,

"I was of course very disLressed, shocked, and very upseL
(5)." The reaction of shock was followed by deep feelings of
sadness and distress,

being stunned, and upset.

Three

therapists reported thinking that it was such a waste that
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the client. had suicided - One therapist remarked that al-l
good Lherapist.s would be shocked at the news of their
client's

suicide.

She stated if a good therapist

thought

their client was qoing to suicide, the client would have been
hospitalized.
TherapisLs reporLed they felt

initial

sadness and

dis tress , and Lhree of the therapisLs t.alked about f eeling a

sense of relief

suffering.

Most of the clients

for many years.

in that they were no longer

for their client,
One therapist

had struggled psychologically
replied,

"Part of me was

relieved for her because I don't think I have had many
client.s that suf f ered as much as she did and I remember
thinking that she wasn't suf f ering anymore (2) - "
Impact on Therapists' Personal Life
The impact on the therapists'

greatly.

One therapist

personal life

reported that. she felt

varied
that the

impact personally was not tremendous, and that she didn't
stat.i^g,
f eel a lot guilt . She talked about f eeling futile
there is just a certain amount of t,hings in lif e that no
maLter what we do we cannot change, W€ Can't stop, W€ can't
tt

prevenL... it makes me f eel vulnerable (2)

."

Other therapists reported that there was an effect
their personal lif e.

T\rso

examples of therapist's

on

remarks

are: "Persona1ly, it is very hard. You don't like it to
happen (5);" while another therapist stated, "The impact is
pretLy serious , it has a long last ing ef f ect, it is

1,4

years
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later and I can still

feel it

(

4

)."

Another therapisL

remarked:

There wasn'L anything I could have done nor could the

family or anyone or anything.

ft was something she

wanted. and I think she had been planning for a long time.

It is still

with you. You never forqet it

(3).

A fourth therapist stated that personally, he felt guilt
and shame. He stated that "The young woman was in love with
me - I was new. It should have been handled differently
(1) ."

The client

wrote the therapist a good"-bye letter

sLaLing that she wanted to be with him and if she couldn't
be, she would rather die . In the let.ter she also thanked the
therapist for all his he1p.
Each therapist

talked about how they still

their client orrce in awhile.

One therapist

think of

talked about

how

he thinks of his clienL whenever he is dealing ruith a tough
client, one who is really depressed. Another therapisL spoke
of her client

and her face lit

up.

She spoke of how her

clienL would walk by her window when she came in for an
appointment and the client would be wearing brightly colored
hats and carrying colorful

purses.

Effects on Therapists' Professional Practice
The professional impact on therapists varied as much as

the personal impact.
his practice.

One therapist

made permanent changes in

He remarked how he made a major decision as

a

3B

result of this suicide. and that was to no longer work with
where he worked
The day treatment facility
female clients.
changed how clients

were placed into therapy groups.

the therapist reporLed that. it had affected his

addition,

boundaries with clients,

well.

In

and he made changes in that. area as

As part of day Lreatment, Lhe facility

has an eveningr

one night per week where the clienLs sociali.ze and

activity

participaLe i-n recreat ional activities
engaged in sports activities

. He said he had

with the client who suicided,

which may have confused the boundary issue of whether he
a therapist. or a f riend. The Lherapist no longrer
parLicipates in these activities

was

- He also spoke of coming

from a chemical dependency background where hugging and
touching are more commonplace. He said that. he did hug this
client

on occasion, and he no longer hugs his clients.

He

keeps the physical and emotional boundaries as clear as
He remarked how he is more thorough in looking for

possible.

red f 1ags, especially when working wit.h clients who are
psychot ic

.

Another therapist spoke of how, since the suicide, he
asks his suicidal clients better quest ions . He talks t.o his
clients'

oLher caregivers more often, including their

psychiatrist.

He is also quicker to seek consultation,

and

in a sense, shares some of the burden of his treatment
decisions.

Four of the therapists interviewed discussed the

fact that there is only so much that they can do for their
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stat,ed, "You can only do so much f or
person- It is up to the person if they live or die (4)."
client.

One therapist

a

The therapists reported that the suicides impacted them

by raising a numher of questions for which there are no
answers, Some of the questions are unanswerable because the
only person who has the answers, the client,
Primarily,

alive.

is no longer

the therapists were left wondering

their client had committed suicide.

why

Examples of these

questions include: "Is this something that you had been
planning (3)?" "What triggered this (2't?* "Did you expect
this to he successful or was this an accident (1)?"
Therapists continued to look for answers on why the suicide
occurred by reviewing the cl-ients' cases, talking to the
clients'

psychiatrists,

and talking to family mernbers.

Although the therapist.s were not asked about. other
client

suicides, three therapists discussed other suicides

they had experienced. The three LherapisLs who discussed
other client suicides said that people with long histories
mental illness

of

and/or chemical dependency issues are easier

to understand, especially if their prognosis is poor. One
therapist said thaL suicides get easier Lo cope with, hut
only depending on the circumstances. The Lherapist Lalked
about a middle-aged male client who was chemically dependent
and suffered from depression. The therapist said that his
client was tired of being unhappy, and his prognosis was not
good. Another Lherapist was quoted as saying:
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of these people are so tortured that it is very
dif f icult to be judgrmental . I always feel like the
system or life in general may have failed the person.
Some

The person real1y exhausted every possible alt.ernative...
and you know, with the lives I've seen these people

suicide out of, I don't think I could have lived those
tives. I can be preLEy respectful of the choice of
suicide, and thaL's not to say that I don't try to stop
people because I always do. But I carr understand it if
Lhat's where they go roith it in the Iong run (2)

-

Coping with the Suicide

All but one therapist stated that processing their
reactions to t.he suicide with coworkers was helpful to them.
Two therapists remarked that. talking

relieve self doubts.

to colleagues helped to

One of the two therapists

remarked that

it is crucial to talk to colleagues ahout the suicide and get
thei.r f eedback. The other therapist stat,ed that she usually
copes with things on her owrr, which is what she did when her

client. suici,Ced. She said she t.alked to one coworker about
the suicide, but the coworker was more upset Lhan she was
about the suicide, So she continued to cope with, and
rationalize, the suicide on her own. She did talk to her
supervisor about the suicide, adding that her supervisor had
respected her and the way she dealt with things.
Only one therapist. remarked that his supervisor was the
mosL helpful

person in processing the suicide.

Opposing

4t

Lhat, anoLher therapist. remarked that his supervisor was of
no help to him and that he felt his supervisor was part.ly
responsible for the suicide in that he used poor clinical
judgment. by putting the client in his group. This therapist
also reported having mental health issues after the suicide.
He stated that he is predisposed to depression and had a
depressive episode. Additionally,

he staLed that

he

questioned whether or not he wanted to continue to work in
the mental health field.
Each of the t.herapists had contact with the family of

the suicided client.

One therapist. sent a card to the mother

of the client when she found out about her client' s death.
Another talked on the phone to the family. The other three
therapists had multiple conversations rarith family

members

after the suicide, and met. with them face to face.
of these families initiated
One of the therapists

the contact with the therapist.
talked about how relieved she

that she had devel.oped a respectful relationship
client.'s mother and included her in therapy.
the moLher

cerme

to visit

All three
was

with her

She stated that

her af ter the suicide.

They had

lunch together and t.he mother shared with the therapist the
details of the funeral . The mother t.alked about how helpful
it was to her that she had been included in therapy with her
daughter.

Since that time, the therapist reported that

has always tried t.o keep the needs of the
One family met with another therapist

f ami

she

ly in mind .

on approximately

four occasions as part. of the grieving process.

This
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therapist reported thaL the family contact was one of the
things that really helped him to cope with the suicide.
All of the families who met with the therapists in
person expressed appreciation for what the therapist had

done

for their respective family member. These therapists stated
that the families were very supportive of them. As one
therapist remarked, *'It. clearly helped in making me f ee1 like
I wasn' L the worsL person in the world, like f had t.ota11y
screwed this thing up (1)." Three families told the
therapist that they felt. a sense of relief that their family
member's pain was over and that she was no longer sLruggling.
Another therapist. found comfort in the family's statement
that they knew that. the suicide had been a long time coming.
Ie only one therapist went t.o their c l ient ' s f uneral ,
three of the therapists reported that if given the option,
they would have gone to the funeral. One therapist remarked
that she *wasn't invited (5)" to the funeral and did not go
Whi

out of respecL f or the

f ami Iy

. Thi s t.herapist

f

e1t that the

fact that her clienL was in therapy was a privacy issue.
Two therapists did not go to the funeral because they
were not aware of their ctient's

Additionally,

death prior to Ehe funeral.

one of these therapists stated that she would

have gone because she thought it would have helped her

client's

family, as well ds, herself.

One therapist

did not

have the option of going to the wake or funeral because there
was no service.
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As previously staLed, one therapist did go to the wake.
He said. he talked to the family aL the wake and for him, it
was a good thing to do.

He reported that he went. out of

sincere respect for the family and for his client.
different

A

therapisL sufirmarized her thoughts olL funerals

stating that. she believes funerals are very important to
families. According to her, it is imporLant for families to
see Lhat there were people that. cared about their loved one,
especially when they are still sorting through the suicide
and trying to figure out what went wrong. Again, the

itself,

theme of respect f or the client

was discussed.

your cl-ient in lif e, and in death
Prep aration

*tYou respect.

(21 . "

for Future Cl-ient Suicides

The therapists reported that they had done many things

to improve their professional practice as a result of the
clienL suicides they have experienced. Three therapists
stated that. they document. things a lot more now and read
their clienLs' case histories for past suicidal ideations and
at.tempts. Four therapists talked about their prof essional
limiLations.
clients,

t'No matter how much you want to help your

you are limited in your ability

extent to which your client will
One therapist

let you

to do that by the
(5

)."

commented that he compares notes more

frequently now with other people providing care to their
clienL in an effort

to make sure that he is on the right

t.rack with the client.

As previously discussed, one

therapist no longer sees f emale clients,

and the agrency has
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changed t.he way it assigns clients

into therapy groups.

Another therapist report,ed that she aLtempts to geL more
thorough referral information for clients who have Lhe sarne
t14le of issues her client

had. She also states that

she

likes to talk to family members on a more frequent basis.
Finally, one therapist st.ated that she hasn' t changed her
practice and remarked:
as careful as can be when you work with
people that [sic] are seriously i1l and j-ncredibly
tortured and have done the best. they can. It. is always
f think f

there

I

arn

suicidal ideat.ion] and it is never easy . But if

you let the threat of suicide become the strongest
element, I don't think that most people that I work with
could be helped.

If the only way you deal with suicide

is to put people in hospitals and keep them safe,
you're rej ecting the client's

opportunity to

Lhen

changre

because you can't lock Someone up who is chronically

suicidal and give them an opportunity to have a life
the same time (2).

at

The Agency

Therapists had many suggestions about how their agency
could irnprove their protocol for when a client
suicide.
did well.

commits

In addition, therapists discussed whaL their agency
Therapist.s spoke of team reviews, critical
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community crisis

and improvements in

agency protocol,

incident debriefings,

intervention

services.

Three therapists discussed the use of team reviews.

One

therapist stated that the Leam review is good and important,
In addition to
and the focus is on supporting the therapist.
the team review, one therapis t. t.alked about the importance of
having an independent review, which his ag[ency does not do.
With an independent review, t.he client's case is reviewed to
find out what else could have been done, or how things could
have been done differently.

For instance he stated that.

an

independent review could result in practice and policy
changTes, whereas

a team review is only

f

ocused on the

therapist.
One agency had a critical

incident dehriefing that the
Another therapist

therapist. found to be very helpful.

remarked that his agrency should have a crit.ical

debriefing after a client's

suicide.

incident

Additionally,

he stated

that professionals should be made available to t.alk to
privately
Only
suicide.

about the suicide.
on"e agency

had protocol

f

or when a client commits

AL t,his agency, the therapist needs to discuss the

As one
therapist stated, "Ag€ncies should do a better job in

suicide at least one Lime in the Leam review.
preparing for a client

suicide, if for no other reason to

because agrencies are
guard against potenLial liabilities,
just not. wetl prepared f or it. [a suicide] (3 ) . "
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Improvements in cofirmunity crisis

another therapist suggestion.
s

erve peopl e who are

dea

1

intervention

was

This service would better

ing wi t.h the

ques t ion

, should I l ive

or should I die? Crisis services should be flexible and warm
and easily accessible. The therapist stated it is never that
way. As an example, she staLed, 'tThe clienLs come in during
a crisis, and they get responded to by a person who's almost
in crisis
out

(2 ) . "

themselves. The staff person overreacts, freaks
If people knew they would be treated warmly and

ort, and be respect.ed f or the f act they are
grappling with whether they want to live or die, they might
not kill themselves. The therapist continued by stati^g,
receive some

comf

"lyhen peopte suic ide , they are completely convinced that

there is no way out and they don't rea1ly want to die, hut
they can't live this way anymore (2)." She added that if you
provided people with evidence that there are other options,
maybe they would take them. t'That would be how our agency
could improve. I don't think our agency does enough of that
(2\ ."
Summary

This chapter presenLed the findings derived from the
interviews with five therapists who had experienced a clienL
suicide.

To begin the chapter, the characteristics

respondents were presented.

of the

Next, the findings were

presented according to themes for each research question.
They were as follows: reactions to the news of the suicide,

impact on the therapist.s' personal life,

€ffects of

t.he
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suicide on therapists'
the suicide.

professional practice,

and coping with

Furthermore, family contact , and attending the

funeral was discussed. The chapter continued by
discussing how t.herapists had changed their practice to
clienL's

become

bet.ter practitioners.

This chapter concluded with

suggestions about what their respective agencies did wel1,
and how the agency could improve Lheir procedures when
dealing with client

suicide.
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CHAPTER

6:

DISCUSSION

In t.his research study, five therapists who experienced
a c l ient suic ide were intervierared . The purpose of this study
was to provide insight into the effecLs of c1ienL suicide on
specific aspects of the therapists'
experience were considered. They include (a) the impact of
client. suicide on therapists' personal lif e, and (b) the
therapists.

TWo

affects of client

suicide on their professional pracLice.

This chapter will

discuss the major findings organized

hy the research questions.
and. limitations

note the strengths

Next, it will

of the study.

The chapter will

conclude with

implications for practice, policy and future research.
Research Question

One

What i-s the personaT impact of cl-ient

therapzsts

,sul-

cide

on

?

) were the first. to
suicide and concluded that it was a traumatic

Chemtob and his colleagues

research client

event for therapists.

(

1988

These authors concluded that

therapisLs' reactions to client

suicides are similar to the

reactions of individuals who experielr.ce the death of a loved
one (Chemtob, et. dl , l-988) . The findings from this current
research indicaLed that client

suicide greatly impacted the

personal lives of the five therapists interviewed. In a
stud.y by Kleespies, et. al (1-990), indicated that BB percent
of trainees reported long t.erm impact that lasted up to the
present day. As one t.herapist in this study stated, t*The
impact is pretty serious, it has a long lasting effect, it is
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L4 years }ater and I can still

f

ee1 iL (4') ."

Each therapist indicat.ed that, t.hey experienced some form

of shock

rnrhen

they f ound out about the death of their client.
thaL shows that 759<. of
suicide with shock (Kleespies,

This corresponds with the literature
therapists respond to a client
et dI.,

1993).

sadness, and feelings

Additional responses of distress,

numbness were found in both this research and in the

revj-ew. To t.his day, each therapist

literature
participated

who

in this study remarked how easily they

remembered being told about the suicide,

regardless of

much time had passed since the suicide.

They were able to

vividly

how

recall alt the details of hearing the news of the

suicide, ds past lit.erature
the memory of their client,

indicates . Time had not erased
buL it. had l-essened the pain and

perhaps, the self-blame.
Of the f ive cl ient suic ides experienced by t.he f ive
therapists , f our occurred in the 9I0 s and one occurred in
the year 2000. The therapist who had the mosL recenL suicide
1-

was the only therapist who was stiIl

struggling with self-

blame. However, they all wished for a chance Lo understand
their clients' thoughLs and feelings that had triggered the
decision to t.ake their owrl lif e.

They all wanted

Lo

understand why the suicide had happened.

This research study found that the personal impact did
vary for each therapist.
"maximum

One therapist

impact (1) " on his personal life

stated t.hat there
when his client

was
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left him a suicide note stating t.hat. she was in love with
him. The note also stated that if she could not be with him,
she did not want. to continue living.

Opposing that was one

therapist. who indicated that the suicide of her client

did

not affect her personally very much, but it did leave her
This therapist also indicated that

feeling vulnerable.

she

did not understand why some therapists feel angry towards
t.heir suj-cided client.

No one in this study revealed that

they had feelings of angrer toward their client for committing
suicide. However, past literaLure indicates that anger is a
common

response for therapists

Kubler-Ross,

1969 )

(Kleespies, €L. aI ,

What r-s Ehe af f ect of client
ess

;

.

Research Question

prof

L993

Two

su-r-crde on therapists'

ionaf practice?

The findings of this study indicated that there were

greater effects on therapisL's professional practice than
their personal lives.

on

To discuss the ef f ect.s of client

suicide on therapist.s, f ive areas will be discussed. They
are prof essional limit.aLions, therapists'
and at.tendance at their client.'s

copingr strategies,

funeral. The fourth area

discussed is how the therapist.s utilized
family to help cope with their clienL's

their client's
suicide.

The final

area discussed is in reference to comments made by therapists
about other suicides that they have experienced.
As therapists increase their understanding of their
limitations,

they develop an appreciation for how 1ittle
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control they have over other people' s actions (Brown, 19 87 ) .
All five therapists concluded thaL they have professional
suicide is part of the

limitations,

and therefore, client

profession.

As a group, they couunented on the fact that,

therapists,

there is only so much they can do to prevent

suicide.

a

All realized that if one of their clienLs rea11y

wants to die, there is little

they can do t.o stop it,

Lhus

let.ting go of the belief of therapeutic omnipotence.
f

ds

, when they were
case, they had likely

indings indicated t.hat f or three t,herapis

able to reflect

upon their client's

The

Ls

been planning the suicide for some time and had not indicated

that they were feeling suicidal or making plans to commit
suicide.
The therapists

different

interviewed coped with suj-cide in

many

ways. Menninger (1991-) found in his study that

90

percent of the therapists studied dealt with the suicide by
discussing it with colleagues.

in this

A11 but one therapist

st.udy found that coworkers were cru.cial to processing their

client's
suicide.

suicide and the most helpful in coping with the
Additionally,

only one t.herapist thought about what

his coworkers may be thinking about. him as a result of his
client's suicide, which is contradictory to past research by
Fox & Cooper (1998 ) , Horn (1994 ) , and Valente (l-994 ) .

Furthermore, flo one in this study indicat,ed f ear of a l-awsuit
as was f ound in the study by Chemtob, et dI . ,
One of t.he most interesting

f

(l-988 )

.

indings in this study

the amount of conLact that the therapists had with the

was
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client's

Family contact was mentioned in

family.

one

previous study and found that it was generally helpful
(Kleespies, et. al, L990) . All five therapists in this study
had contact with the family members of t.heir suicided client.

sent a card, while another talked on the phone

One therapist

father.

with t.heir client's

The other three therapist.s had

face to face contact r^iiLh the families.
families initiate

Not only did the

the contact, hut Lhese three therapists all

discussed how helpful t.he family proved to be in coping with
All of these families elq)ressed appreciation

the suicide.

or what the t.herapist had done to help t.heir family member.One therapist was quoted as saying about meeting with the
family, *It clearly helped j-n making me f eel like I wasn't
f

t person in the world, like I had t.ot.a11y screwed
this thing up (1).' Another therapist found comfort in the
f amily's statement. that. they knew the suicide had been a long
the

wors

t ime coming

.

Fina11y, a therapist talked about how thankful she was
that she had developed a good relaLionship with the mother of
her cl-ient prior to the suici,Ce. This therapisL met with the
moLher, who shared all the details of the suicide and the
funeral.

This therapist said, however, thaL the mother

not able to tell

was

her why her daught,er had committed suicide,

and did noL know whaL the Lriggering event was. This

therapist was not able to attend the funeral and felt. badly
about that because, she said, "f knew the family wondered why
I wasn'L there

{2') ,

" and that going to the f uneral would have

s3

been helpful

t.o both her and the family.

Most therapists talked about Lhe funeral - All except for
one therapist either wanted to go or went to the funeral.
The one therapist who didn' t want Lo go to t.he funeral

t.hought it was a privacy issue.

She thought that the family

might not want it known that their family member had been in
t.herapy. The other therapists thought that iL was importanL
to attend Lhe funeral for several reasons. One reason
reporLed was that it is paramount to show support for the
family and let the family know that Lhere were people who
cared about their family member. AnoLher reason included
that everyorfe deserves a sending of f , including those who
suicide. Additional reasons were to help cope with and
process the suicide, for closure, and that you respect your
client

in both life

and death.

If the therapist had more than one client

suicide,

Lhe

therapists were asked Lo discuss the one suicide that had the
greatest impact on them personally and professionally.
However, Lhree therapists talked about other client

suicides

they had experienced. These therapists reported that
suicides are easier to understand than ot.her suicides.
example given was when th.e client has been chronically
mentally ill

some
One

for many years, has been very unhappy, and has

poor prognosis.

One therapist

indicated that he understood

it when a mid,Cle aged ctient. of his committ.ed suicide " This
therapist said that his client was chemically dependent and
mentall-y ilI

and the client was so t.ired of beingr unhappy.

a
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Another therapist talked about clients who suicide usually
have been tortured for so many years. She sLated, "The
person has really exhausted every possible alternative... f can
be pretty respect ful of suicide... and can underst.and if t.hat
is where they choose to qo with it in the long run (21 ."
A Better Practitioner
Menninger ( f990 ) found thaL two-thirds of therapists
had experienced a client suicide acknowledged that they

who

changed the way they practiced as a result of the experience.

Therapists paid more attention to client.s suj-cidal ideations.
wrote more in-depth noLes, sougrht second opinion more of ten
and hospiLalized clients sooner (Kleespies, et. al , L990 )
-

fn this current sLudy most therapists changed the way they
practiced, which is consistent with previous st.udies on
Therapists were found Lo be more thorough in
trying not to miss any of their clienEs' indications that
they wanted to commit suicide, whi-ch included asking better

client

suicide.

They were guicker to

questions about suicidal ideations.
seek consultation.

Therapist.s docurnented things a lot more

and read. their clients'

case histories

more closely to check

for past suicidal attemPts.
Strengths and Limitations of the StudY
The strengths of this study are that new information

about client

suicide was gathered.

Therapists gave detailed

information on their personal and professional feelings about
client suicides, ds well as how client suicides have impacted
their lives. Thus, it allows researchers to gain a greater
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depth of understanding the issues involved when a client.
suicide occurs. This study indicated that families of the
suicided client. were extremely helpful to the Lherapists in
processing the suicide.

This sLudy also found that

some

therapists believe that there are times when it is
understandable when their mentally iI1 client.s

suicide.

These areas have been relatively

commiL

absent from the

literaLure.
The biggest limitat.ion of this study is that only five
therapis ts were j-nterviewed . With only f ive people

inLerviewed, iL is difficult

to state that their respolrses

are representative of all therapists.

However, mosL of the

The findings
findings were consisLent with the literaLure.
that were not consistent with previous research included thaL

did not discuss that t.hey had feelings of

these participants

anger or despair when hearing the news of their client's
suicide.
Implications for Practice, Policy, and Future Research
that all therapists need to

Client suicide is a reality
acknowledge. For therapists,

the first

of the likelihood

anticipation

Graduate programs and training

step should be the

of such an experience

seminars for practicing

therapists should address the issue of client
When a

client

suicide.
for the

suicide does occur, it is criLical

therapist to utilize

coworkers and supervisors for support.

Having contact with the clienL's

understated.

-

family should not

This st.udy indicates that

f

be

amily contacL is
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almost as important, if not as important, ds processing the
suicide with other coworkers, Other therapists who have
suicide can offer themselves to their
coworker to help them cope rcith, and process the suicide.
This research sugrgrests that Lherapists have few
survived a client

professional means to think about and to process the suicide.
Instead, they rely on personal grieving rituals such as
While
att.ending the funeral and meet.ings with families.
meet.ings with the family may be a breach of confidentiality,

this research found it Lo be helpful for therapisLs in
putting closure on their client' s death.
Ttrese findings suggest that agencies should have

guidelines for therapists following a client suicide.
Agencies need to include mechanisms to provide support for
the therapist,

team processing meetings, and a post suic j-de

conference. The post suicide conference can be in the form
of a psychological autopsy. No therapist in this study went
through a psychologrical autopsy. Furthermore, only one
agency had a specific guideline that required therapists to
discuss the suicide at least, one time in a team meeting.
Research has indicated that psychological autopsies are a
source of helpfulness for the therapist.
talked about the use of a critical
debriefing.

TWo LherapisLs

incident stress

This method can be another way for the

therapists and others involved to process the suicide.
For future research there are a few suggestions - One is
to look at type of pol ic ies , i f any, agtenc ies have f or the
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aftermath of a client suicide. Another suggestion is to
research what role families of the suicided client play in
helping therapists cope with the suicide. Lastly,
researchers should look at the question of when do Lherapists
feel it is okay for their clienLs'

Lo commit suicide

-
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APPENDIX A

RECRUITMENT SCRIPT
IRB # 2001-15-01
Hello, rny name is Jennifer Hilgers. I am in my final year of the Master of Social

Work program at Augsburg College. I am working on my thesis as part of our program
requirements. I would like to interview therapists who have had a client commit suicide.
Have you had a client commit suicide? If yes, let me tell you Inore about my research

project. I have chosen to research the effect of client suicide on

a

therapist. Most of the

literature I have studied discusses the short and long term effects of client suicide. My
interest in this area is looking at the impact of the suicide in your

life. I specifically want

to know what it was like for you to go through this experience and what stands out for

you. Finally, I would like to know what recommendations you would make to other
therapists and their agencies experiencing a client suicide.
The process entails a 60-minute in-person interview in which I will ask you
several questions. The interview

will

be audiotaped for transcription purposes. To

ensure confidentiality, the audiotapes and my notes

will

be destroyed when I have

finished my thesis, which will be no later that August 31, 2001. You will be contacted at
a later date so that you may read my interpretation

of your interview and make

clarifications for accuracy.
Participation in the study is completely voluntary. Although there are no direct
benefits, there are possible indirect benefits. They include having a better understanding

of the events that occurred by reflecting on and sharing the experience. You will also be
contributing to the limited research on the effects of client suicide on a therapist.
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Do you think you would be interested in participating in my study? If, yes, when
would be a good time for the interview? If, no, thank you for your time.
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Appendix

B

The Effects of C1ient Suicide on a Therapist
Consent Form (IRB # 2001--15-01)

you are invited to be in a research study on the effects of
You were selected as a
client suicide on a therapist.
possible participanL because of your expertise and
experience related to the subj ect matter. Participation is
completely voluntary. We ask that you read this form and
ask any questions you may have before agreeing to
participate in this study.
This study is being conducted by Jennifer Hilgers in
partial fulfillment of Master in Social Work thesis
requirement at Augsburg Col1ege.
happen during the s tudy?
The study consisLs of one audiotaped interview lasting
about 60 minutes. I am a MasLer of Social Work student and
will be working on my thesis and will conduct the
interview. You will be asked to relate stories about your
experience as a therapist who has experienced a client
suicide. After the interview is complete, I will listen to
I will then
the audiotapes and wriLe an interpretation.
you
my
read
over
you
ask
that
and
once again
cont.act
interpretation of your int.erview. Changes may be made to
Lhe written interpretation to reflect your comments.

What will

Are there any risks?
It is possible that through the discussion and
recollection of your story, painful memories or thougrhts
could occur. If at any point during the interview you feel
too uncomf ortable to go ofl, you may s top the interview, or
skip any questions without consequence. After the
interview, the following referrals are available for you to
contact should the need arise:
Mentar Hea1th center 1-8oo-I
(24-hour crisis emergency services )
1-800-

Clinician Survivor Task Force:

,Judy Meade, LMFT (703 ) 715-5772 ; (703) 872*9700
E-Mai1: Meadej f@eroIs . com
Frank Jones, M.D. (723 )235-2833; (723 )235 -9248

Charles Vorkoper, LMSW-ACP, LPC, LMFT
(972) 490-l-oo7; E-Mail : vokoperBmsn.

com
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Ke11y Clauss, ACSW, LCSW (8L21254-2997
E-Mail : jclaussGadrnrtc .net

Are there any benefits?
It. is possible that you could experience an enhanced
sense of well being or satisfaction as a result of telling
your story, a.s well as a good learning experience. As a
participant, you would be adding to a limit,ed knowledge
base in the subject of therapists' reactions to client
suicide.
the interview be done?
be scheduled at a time and place
that are convenient for you. fnterviews will be done in

When and where

will

The interview will

person.

have access to the interview material-?
The audiotaped interviews will be transcribed by a
and then destroyed. The trained
trained transcriptionist

Who

will

will be required to sign a confidentiality
transcriptionist
privacy . Any identi fying inf ormat.ion
your
to
ensure
f orm
from the interview, including your name, will be removed or
alt.ered on the wri tten transcript. . The transcripLs wi 11 be
shared with the researcher's thesis advisor (Clarice Staff)
duri-ng the process of writing the thesis, as well as a
professor (Maria Dinis ) and a classmate who will he
reading, interpreting, and reflecting on the transcripts.
The researcher cannoL
All information is confidential.
guarantee anonymi ty due t.o t.he sma1I sample s i ze, but I
will make every effort to maintain confidentiality.
Transcripts wil-1 be identified with numbered codes on1y,
information will be used in
and no names or identifiahle
t.hi s s tudy . Raw data , inc luding Lhe audiotapes , wi 11 be
des troyed no later than Augus t 3 l-=t , 2 0 01 .
What if y ou chanqe your mind?
You are free to withdraw from this st.udy or refuse

permission for the use of your interview aL any time. Your
decision whether or not to participate will not affect your
current or future relationship with Augsburg Col1ege.
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Before yclu sigrn this form, please ask any guestions on
aspects of the strudy that are unclear. I will atstempt to
answer any questsions you may have prior to, d.uringr oE
foLlowingr the study. If I am unable to answer any of your
questions to yolrr satifaction, you may also call my thesis
advisor, Clarice Staff at (6LZ) 330-1374
Authorizatsron:
I,
, have read t.his consent form
and decide to participate in t,he research project described
above. My signature indicates that I give my permission
for information f provide during the int.erview to be used
for a thesis research proj ecL . I will be given a copy of
this form for my records.

Signature of Participant

Dat e

Complete Address ( for purpose of re-contacting you to
verify my interpretaLion of your experience )

telephone

number

In addition:
I corrsent to the audiotaping of the interview.
Signature

Date

f consent to the use of direct quotes from my inLerview.

S

ignature

Date

If you have any questions or concerns you may reach me at:
Jennifer Hilgers
Student, Augsburg College
(3201 252-6480 ext. 6533
Or if you need furLher information,
Clarice Staff, DSW
Augsburg College
Business Phone: (61-2) 330-1374
MSW

you may contact my thesis advisor:
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APPENDIX

C

The Effects of Client Suicide on a Therapist.

Interview Schedule
1

Demographic Information

A. What. type of license do you have? (LICSW, LP,
B.

How many

MD)

years have you been a therapist?

C. How long was this client

in treatment with you?

- Roughly how many times did you see t.his client?
E. How long ago did the suicide occur?

D

F. Have you experienced other client
2

suicides?

Questions

A. TeI1 me about when you first
client's

heard. the news of your

suicid,e? Where were you and who told you?

B.

Wtrat were your initial

e.

Wtrat was ttre impact on you personally?

D.

WhaL was

E.

IIow did you cope with the suicide? Who was helpf u1

reactions?

the imBactr on you professionally?

to you? What did your agency do about the suicide,
such as a psychological aut.opsy? Other coping

strat,egies such as

ial support , seeking
counseling, meeting with your supervisor?
G. How trave you changred yorrr practice to prepare
yourself in the event that, you are confronted, with
client

soc

suicide?

G. I{trat couId. have your agency done differently?

a
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APPENDIX C
The Effects of Client Suicide on a Therapist

Interview Schedule (IRB # 2001-15-01)
1

Demographic Information

A.

What type of license do you have? (LICSW, LP, MD)

B.

How many years have you been a therapist?

C.

How rnany clients have you had commit suicide?

D.

How long was this client in treatment with you? Roughly how many
times did you see this client?

E.

How long ago did the suicide occur?

2. Questions

A.

Tell me about when you first heard the news of your client's
suicide? Where were you and who told you?

B.

What were your initial reactions?

C.

What was the impact on you personally?

D.

What was the impact on you professionally?

E.

How did you cope with the suicide? Who was helpful to you? What
did your agency do about the suicide, such as a psychological
autopsy? Other coping strategies such as social support, seeking

counseling, meeting with your supervisor?

F.

How have you changed your practice to prepare yourself in the
event that you are confronted with a client suicide?

G.

What could have your agency have done differently?
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APPENDIX D
CONFIDENTIALITY FORM
IRB # 2001-15-01

This research study includes sensitive and confidential information about study
participants. This information is shared with you confidentially for the purpose of being
transcribed. By signing this form you are agreeing to not reveal names, identifying
information or any off the content of the interviews.

Name of Transcriptionist

S

ignature of Transcriptionist

Signature of Researcher

Date

Date

lIl
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